INTRODUCTION
Induction of labour is a common procedure in obstetrics. 1, 2 It is done with the aim of achieving vaginal delivery whenever continuation of pregnancy present a threat to the life or wellbeing of the mother and her unborn child. Modern obstetrics techniques have greatly increased the safety and reliability of induction of labour so that it can be performed with greater confidence of success. The spectrum of indications has increased to the point, where the slightest risk to the mother or fetus is considered as sufficient indication for induction of labour. Timely induction reduces perinatal and maternal morbidity and mortality. In developed countries, induction of labour accounts for about 25% of all deliveries. In developing countries, the rates vary; lower in some regions, and high in some areas. 3 African countries generally have lower induction rates compared with Latin American and Asian countries. 3 A study by the WHO global survey on maternal and perinatal health in 24 countries reported that induction of labour accounted for 9.6% of all deliveries. 3 The incidence of labour induction was also noted to be on the increase. membranes. The other common medical and obstetric indications include membrane rupture without labour, gestational hypertension, postdated pregnancy, oligohydraminos, non-reassuring fetal status, intrauterine growth restriction, chronic hypertension, and diabetes. 4 Different methods are used for labour induction but none of the available methods of induction of labour is free of associated medical risks. The most common methods of labour induction when the status of cervix is unfavourable involve intravaginal use of misoprostol, transcervical insertion of Foley's catheter, and insertion of prostaglandin gel whereas with a ripe cervix oxytocin may be administered intravenously. Mechanical methods are among the oldest and most important approaches used for induction of labour. 5, 6 Aims and objectives  Comparative study of sublingual misoprostol versus mechanical dilatation of the cervix with Foley' catheter in induction of labour.  The need for other method of augmentation of labour like oxytocin infusion.  To find out maternal outcome and perinatal outcome.  To find out rate of caesarean section in both the groups.
METHODS
The study was carried out in the department of obstetrics and gynecology, M.Y. Hospital Indore, M.P on pregnancies with an indication for induction of labour either with mechanical dilatation or with misoprostol. This is a comparative study. Detailed history of the case was recorded with special reference to age, parity, menstrual history and obstetrical history. Gestational age was calculated from the first day of last menstrual period. General examination donetemperature, pulse, BP, respiratory rate was done. Complete obstetric examination performed; (a) Per abdomen-fundal height of uterus, FHS, presentation, engaged/non-engaged head; (b) Per vaginal-pelvis assessed, cervical status recorded-position, length, consistency and effacement of cervix is note along with the descent of the presenting part.
Inclusion criteria
Preliminary laboratory investigations done -Hb, blood group, urine analysis, ultrasound.
Cases are divided in 2 groups (100 in each group).
Group 1 induced with mechanical dilatation. 18 size Foley's catheter was introduced through cervix using sterile technique with aid of speculum and sponge holding forceps and 40ml distilled water was instilled into balloon.
Group 2 induced with misoprostol, 25 microgram sublingually.
Subsequently doses were given after every 4 hours till case developed adequate uterine contraction pattern (3 or more uterine contractions in 10 minutes lasting more than 40 seconds), the cervix reach 3 cm or more of dilatation, 100% effacement or spontaneous rupture of membranes or up to maximum of 3 doses.
In both groups, as per vaginum examination was done every 3 hours to assess Bishop's score and progress of labour. All patients were monitored clinically for progress of labour and fetal wellbeing. Occurrence of abnormal uterine contraction was documented. After 2 hours of artificial rupture of membranes further need for intravenous oxytocin in the misoprostol group for augmentation of labour or increasing the dose of oxytocin in the Foley catheter group was individualized depending upon the uterine contraction. 
Statistical analysis
The groups will be compared by using chi square test and unpaired student t test. Table 4 shows most of the patients in group I have taken 4-7 hours from induction to cervical ripening.
RESULTS
Most of the patients in group II have taken 2-5 hours from induction to cervical ripening, which is significant with p. The mean duration was significantly more in group-I. Above table shows nausea and vomiting is the most common maternal complication and is more common in group II. p=0.098
14% women of group-2 had complications but statistically not significant. Above table shows most common complication is meconium passage which is more seen in group II. 
DISCUSSION
Induction of labour is an integral component of all maternity practice and is often taken up in the interest of the mother and the fetus. Labour induction in the presence of an unfavorable cervix is associated with an increased likelihood of prolonged labour and increased incidence of caesarean section. The present study was carried out in the department of obstetrics and gynaecology, M.Y. Hospital Indore, M.P. in 200 cases to compare sublingual misoprostol and mechanical dilatation in cervical ripening for induction of labour.
Present study showed that prolonged pregnancy and hypertension are the commonest indication for induction of labour in both the groups. Similar findings were seen in the study of Sciscione et al. 7 Our study shows that misoprostol group takes less time in induction compare to Foley catheter, which is significant with p=0.02.
Sciscione et al compared transcervical Foley catheter to intravginal misoprostol for preinduction cervical ripening, showed that misoprostol group takes less time in induction compare to Foley catheter which is similar to our study. 7 Our findings were similar to Promila et al, Sheikher et al, Filho et al and Roudsari et al who also found significantly shorter induction to delivery interval in misoprostol group. [8] [9] [10] [11] Present study shows most of the patients in Foleys group require 7-12 hours (71%) from cervical ripening to delivery, most of the patients in misoprostol group (63%) require 4-9 hours from cervical ripening to delivery, which is significant with p=0.0037. Our study is not in accordance with Prager et al who found that induction to delivery interval was significantly shorter in Foley catheter group as compared to misoprostol and PGE 2 .
12 Present study shows vaginal delivery is common mode of delivery in both the groups.
The rate of CS is more in Foleys group (22%) as compared to misoprostol group, which is statistically significant with p=0.033. Present study shows that oxytocin augmentation is required in both the groups, it is 94% in group I and 83% in group II i.e. significantly higher in Foley group with p value=0.027. Bhatiyani et al used Foley catheter for preinduction cervical priming in 52 patients and found the procedure to be safe and effective for induction in patients with unripe cervices with mean induction to delivery time of 8 hours and change in Bishop's score by 4 hour. 13 They concluded, however, that ripening with Foley catheter subsequently requires augmentation with oxytocin. Present study shows nausea and vomiting were the most common maternal complications in misoprostol group but statistically not significant. Roudsari et al found hyperstimulation occurring more frequently in the misoprostol group. 11 Chung et al in their study found that hyperstimulation occurred in 33.3% women in misoprostol group and 11.1% women in Foley catheter group.
14 In the present study, there was no significant difference in Apgar score at 1 or 5 minute, hyperbilirubinemia, septicemia and passage of meconium in either group.
CONCLUSION
The secret of success in labour induction lies in replicating the process of spontaneous parturition as closely as possible. It should be considered when the benefits of earlier delivery outweigh the potential risks to the mother and baby associated with induction of labour and prolongation of pregnancy. Mechanical methods (Foley's catheter) to ripen the cervix have the advantage of low cost, stability at room effects. It is very cheap but takes more time from induction to labour. PGE1 (misoprostol) when applied sublingually provides to be an effective and better method for cervical ripening and induction of labour when combined with judiciously timed amniotomy achieving less time in induction of labour in women with unfavourable cervix.
In conclusion, Misoprostol is long acting and very potent and is a promising drug for labour induction.
